Introduction: Occupational deprivation is a risk for residents of institutions. This is problematic at several levels: it can cause diminution of individual capacities; such environments pose philosophical and practical challenges for occupational therapists and the erosion of human rights can be an issue. Occupational therapists in an Australian forensic mental health setting 'reclaimed' occupation-centred practice, committed to occupational justice and tackled the experience of occupational deprivation of patients through utilising a practice-based enquiry approach.
Introduction
Occupational therapy's domain of concern is occupation and, collectively, the profession has expertise in enhancing wellbeing and inclusion through occupational participation. Consistent with this orientation is the profession's mandate to create opportunities for engagement in meaningful occupation and to enhance environments to support capability development. This is especially the case for those individuals and populations at risk of occupational deprivation and social exclusion. Accordingly, the profession may be seen as having a responsibility to advance occupational justice through identifying and addressing scenarios of occupational injustice, including one of the most prevalent on a global scale: occupational deprivation. Whilst a professional mandate, advancing occupational justice through the creation of occupational opportunities can be challenging, and maintaining occupation as a core focus in institutional settings -where occupational deprivation is an attendant risk -can be extremely difficult. This is due to a range of issues ranging from institutional philosophies and entrenched practice architectures (Kemmis and Mutton, 2012) , to legislative and policy constraints (OTA, 2016) , to a lack professional confidence and perceived autonomy (Farnworth and Munoz, 2009 ). This article aims to illustrate how transformative being occupation-centred can be, as well as to highlight the utility of practice-based enquiry (PBE) by presenting findings from a project undertaken within an Australian forensic mental health service. Findings reflect that, whilst at times challenging, having an occupationcentred perspective and ensuring that assessment, intervention and evaluation is occupation-based and occupation-focused (Fisher, 2013) is more rewarding and beneficial both for therapists and stakeholders. Opportunities to improve access to meaningful occupations, develop a strong professional language and clarify the professional contribution to the multi-disciplinary team occurred. It is hoped that these findings will have resonance for occupational therapists working in a variety of institutional settings and inspire them to enact transformative change through foregrounding occupational justice and combatting occupational deprivation in their everyday practice.
Background
Occupational justice as a concept has gained traction in both occupational therapy and occupational science discourses in the last decade (DuRocher et al., 2014) . It has also been foregrounded over time in approaches such as the participatory occupational justice framework (Townsend and Whiteford, 2005; Whiteford and Townsend, 2011; Whiteford et al., 2018) and has more recently been critiqued from perspectives as diverse as environmental sustainability, epistemic pluralism (Farias et al., 2016) , and human rights and collectivism (Malfitano et al., 2016) . Whilst occupational justice remains a contestable term requiring further development, occupational therapy commentators are relatively united in their view that it is fundamental to the raison d'etre of the profession across diverse settings and sociopolitical contexts. Such a standpoint is perhaps best captured in the suggestion that the centralisation of occupational justice in everyday practice would allow members of the profession to 'raise consciousness of, articulate and defend, both philosophically and theoretically, a transformative vision of a more occupationally just world' (Whiteford and Townsend, 2011: 66) .
Occupational deprivation is one of five occupational injustices that have been identified in the occupational justice literature (in addition to occupational alienation, marginalisation, imbalance and apartheid, outlined in Stadnyk et al., 2010) . More recently, the injustice of occupational displacement has been included as a nascent concept for consideration (Pizarro et al., 2018) . Based on Wilcock's (1998) early discussion of the concept, which acknowledged the influence of external circumstances that prevented people from acquiring, using or enjoying something, Whiteford (2000: 201) defined occupational deprivation as 'a state of preclusion from engagement in occupations of necessity and/or meaning due to factors that stand outside the immediate control of the individual'. That is, deprivation is the result of forces external to the person, such as other individuals; or bureaucratic, cultural, political and economic systems (OTA, 2016; WFOT, 2006; Whiteford, 2000) . More recently, it has been suggested that effects of occupational deprivation may include poor health (Miralles et al., 2016) , income loss, capacity atrophy and entrenched social exclusion. Those affected tend to be from vulnerable populations, including but not limited to: refugees and asylum seekers (Morville and Erlandsson, 2013; Whiteford, 2005) ; unemployed or underemployed persons; prisoners (Crabtree et al., 2016) ; people from migrant backgrounds undergoing renal dialysis and those living in conflict zones (McElroy, 2012) . Perhaps one of the best descriptors of the lived experience of occupational deprivation comes from a co-researcher in the Participatory Action Research project with Crabtree, a project undertaken in a prison setting (Crabtree et al., 2016) , who describes it as a 'desert wasteland . . . dead time . . . attrition, or continual wearing down and meaninglessness' (5).
Occupational deprivation in forensic mental health settings
Typically, consumers within forensic mental health settings are legally defined as forensic patients. They have been found not guilty of a criminal act by reason of mental illness; are unfit to be tried; or are mentally unwell in prison and require treatment (section 42 Mental Health (Forensic Provisions) Act 1990). Forensic patients may be detained in mental health facilities, prison or in the community (subject to conditions) based on a determination of what is both clinically appropriate and safe. Indeed, because of the dual responsibility of forensic mental health services to both treat the person with mental illness and protect the community, a significant focus tends to be placed on safety (Lindstedt et al., 2004) . Forensic patients can be subject to lengthy admissions and may also experience stigma associated with their forensic status. Limiting the risk of relapse, readmission and repeat problematic behaviours are key outcome measures in current forensic mental health service provision. Such foci, however, may come at the expense of opportunities for occupational engagement given the physical, social, environmental and procedural security measures implemented to provide such safety and therefore limit possible risky situations from occurring (Craik et al., 2010) .
The limited opportunities to regularly engage in meaningful occupation and the resultant occupational deprivation can significantly impact on the wellbeing of forensic patients. Research suggests that the longterm effects of occupational deprivation on people living in occupationally restricted environments include social isolation and exclusion; difficulty acclimatising and reintegrating into community living; and difficulty structuring time in a meaningful way (Long et al., 2008) . The resultant institutionalised behaviour and depleted life skills tends to reduce self-belief and schemas of societal reintegration (Farnworth et al., 2004) .
Challenges to providing occupation-centred practice Fisher(2013) expressed concerns about occupational therapists' ability to clearly define the what, how and why of the profession's mandate. She developed an occupation-related taxonomy that provided definitions for occupation-centred, occupation-based and occupation-focused terminology. She concluded that without perspectives and interventions that provided all three tenets, as well as a common language defining core business, there would continue to be significant limits in our colleagues', our clients' and our own appreciation of the power of occupation in enhancing wellbeing. This has been observed in a number of different treatment contexts, including the reductionist biomedical approaches of hand therapy (Robinson et al., 2016) ; a large acute hospital in a large Australian city (Wilding and Whiteford, 2008) and the Australian university sector (Di Tommaso et al., 2019) , where eight educators had differing opinions on the extent to which occupation should be used in educational curricula (as the basis for all teaching versus including impairment-based techniques). Such inconsistency and the lack of an overt commitment to occupation, as well as the institutional, economic and political forces that centralise an individualist orientation (Farias and Rudman, 2019) , prevent the delivery of truly occupation-centred practice.
Challenges to providing occupation-centred practice in forensic mental health settings Perkes et al. (2015) identified several challenges to ensuring an occupation-centred perspective and occupationbased and occupation-focused interventions within a forensic mental health setting. Maintaining an occupation focus whilst incorporating risk management can be difficult (Munoz et al., 2016) when the risk-dominant institutional culture delimits opportunities for occupational participation. Additionally, and concerningly, occupation in such institutional settings is often framed as a 'reward' rather than a right or a treatment modality. The physical environment of a high secure forensic setting can also result in the individual having reduced access to occupation as both means and ends. This can subsequently impact on the development of transferrable skills that further enable occupational engagement in different environments. Farnworth and Munoz (2009) suggest the requirement to manage competing human, ethical and political demands can prevent optimal care and reintegration into society. Perkes et al. (2015) suggest that limited specialist training in forensic mental health, small discipline numbers, lack of clarity regarding professional roles, limited confidence and role diffusion can also contribute to institutional scenarios of occupational deprivation.
Advancing occupational justice within the forensic mental health setting
Given the real risk of occupational deprivation in forensic settings it is clear that a commitment to occupational justice, which is in turn informed by the Universal Declaration of Human Rights (UN, 1946) , is required. Consistent with this approach is the suggestion that occupational therapists in forensic settings should promote social inclusion and the development of 'interpersonal capacity, pro-social values and skills for life participation' (Duncan, 2008: 516) . Subsequently, addressing those occupations that may contribute to ongoing contact with the criminal justice system and replacing them with pro-social, meaningful occupations is the unique contribution of occupational therapy within this speciality practice area.
The Royal College of Occupational Therapists in the United Kingdom has contributed to occupational justice in forensic mental health settings in recent years. In an attempt to ensure that occupational therapists provide occupation-centred services aimed at, among other things, combatting such experiences of occupational deprivation, the College produced a set of practice guidelines (RCOT, 2012) . These guidelines include recommendations specifically aimed at those working in secure settings, and detail the strength of evidence supporting the value of an occupation focus to service recipients in secure settings.
The aim of the practice-based enquiry project described in this article was, overall, to improve quality of life and the potential community reintegration of patients in a forensic hospital in Sydney, Australia, through redeveloping the occupational therapy service to be more occupation-centred. There was no overarching research question per se, but rather, a set of specific foci of the PBE process, which included the following: to capture how the occupational therapists involved were able to combat the possible impacts of occupational deprivation present in the forensic mental health context; to understand how the occupational therapists in the service developed an occupation-centred perspective that would subsequently enable them to practice in an occupation-focused manner, despite the many challenges that could possibly undermine this approach in this forensic context; to illuminate the strategies used by the therapists to maximise the potential for patients' reintegration into the community following an extended period of hospitalisation where occupational deprivation was a risk; to understand the processes through which the therapists developed a stronger professional identity and the ability to express (and differentiate) the role and function of the occupational therapist within the multidisciplinary team; and to highlight the stages and processes used by team members to ensure that they became united in their treatment philosophy and its translation to everyday practice. In this article the focus is on the strategies used by the participating occupational therapists to combat occupational deprivation through occupation-centred practice, and the professional rewards they gained from it.
Methodology
The research described in this article used a PBE approach, an emergent paradigm (Wilding et al., 2012; Taylor, 2013) that may be best understood as a response to the growing complexity of practice and as a response to the limitations of evidence-based practice (EBP) as a dominant discourse. To date, EBP has influenced the orientation of practitioners as they develop, implement and evaluate services in a myriad of contexts. Despite its reach and adoption as a guiding paradigm for assessing efficacy and justifying interventions, some aspects make 'doing' EBP difficult (Taylor, 2013) . By contrast, practice-based enquiry, a form of action methods research, is an approach that values experience and the knowledge generated from and through everyday practice -embedded in its context -as a valid form of evidence that can inform, guide or transform practice (Perkes et al., 2015) .
For this reason, practitioners can find participating in the PBE process affirming and rewarding (Wilding et al., 2012) because it centralises their practice, the way they cognitively and affectively engage with it, the way they communicate it and the artefacts they produce. Rather than the research topic being 'out there', focused on a specific intervention, the focus is 'right here', on the therapist as both site and agent of enquiry. It also provides a basis for greater epistemic reflexivity and the generation of non-propositional knowledge or 'knowing in practice' (Higgs et al., 2009 ). Practice-based enquiry is an 'organic', that is, context dependent process, with no power differentials. The researcher is also the researched and all members of the practice scholar community are equals (Forsyth et al., 2005) , though there is usually a facilitator who is an experienced researcher and assumes a coaching role. One of the outcomes of such an egalitarian and organic process (Higgs et al., 2009 ) is a sense of solidarity amongst the practice scholar group (Suarez-Balcazar and Hammel, 2015) . As will be discussed subsequently, such solidarity was a supportive asset to the community of practice scholars who participated in this research.
Ethics approvals
Institutional ethics approval for low risk research was granted for this PBE project and two linked qualitative studies focusing on stakeholder perceptions of the (subsequent) occupational therapy service changes undertaken through the PBE process. Findings of the PBE research (focused on the occupational therapist participants' experiences) only are reported here. At the time of writing, the stakeholder research (focusing on the patients and other staff in the forensic setting) is still being undertaken.
Recruitment
This PBE project was undertaken collaboratively by a group of occupational therapists working within an Australian forensic mental health setting in conjunction with an occupational therapist academic. The academic acted in the role of facilitator and coach throughout the PBE process. Participants volunteered for inclusion in the project following a workshop where aims, processes and responsibilities were discussed. Informed consent processes, in the form of written consent, were undertaken and participants understood they were able to withdraw at any time. The number of original participants was nine, though due to a number of workplace and personal circumstance changes, a group of five remained through to the final stages of the project.
Data collection and triangulation
Capturing everyday actions, thoughts and feelings through reflective accounts of the occupational therapy participants formed the basis of the primary narrative data generated in the PBE. Participants would protect time in their schedule each week to capture data in written and at times oral forms, such as handwritten notes, electronic documents and mobile phone recordings. These reflections focused on the challenges and benefits of implementing occupation-centred practice in a high secure setting. Secondary narrative data was also generated by additional reflections on the primary data, either independently or through discussion within the community of practice scholars. Community of practice meetings were facilitated by the academic partner on a monthly basis and lasted approximately 2 hours, where emerging themes could be identified, discussed and debated. These iterative cycles allowed for a depth of reflexivity, interrogation and insight-driven analysis. Artefacts demonstrating changes in practice as a result of the PBE process were also collected. This included occupational therapy department assessment and report templates that had been updated, clinical documentation exhibiting changes in the intervention selection and facilitation process, and educational materials for new occupational therapy staff members. This provided an additional dimension as both a form of data triangulation and material for further reflective commentary; that is, examining if the practice scholars were in fact achieving a shift in practice in making occupation more central both discursively and practically.
Data analysis and trustworthiness
Participants undertook successive, iterative cycles of coding and thematic analysis (Liamputtong and Ezzy, 2005; Maher et al., 2018) of the narrative data they generated over time. Participants undertook manual coding individually, staying close to the in vivo language they had generated (for example 'creating meaning through doing', 'finding hope through meaningful occupation'). Participants then presented these codes to the community of practice, where themes were discussed and generated as a group through the clustering of codes. Participants articulated their reasoning relative to each code and theme, which provided an element of transparency and accountability. This, in turn, enhanced the overall trustworthiness of the analytic process and its outcomes in the form of findings. The key findings were seven linked themes (described below). Additionally, the group chose to identify, catalogue and name whole 'stories' that were representative of key themes. This was a move to ensure that context was captured and that the nuanced 'wholeness' of the narratives was preserved (Creswell and Poth, 2017) , an additional element of trustworthiness with respect to representation of the rich, situated, narrative data. The stages of the PBE process as described above are presented in Figure 1 and the timelines for the research are outlined in Figure 2 .
Findings
A number of themes emerged from the data, demonstrating the challenges and the highlights of engaging in occupation-centred practice within an institutional setting. In vivo language, or direct quotes, framed the beginning of each theme title to reflect the lived experience and ontological perspective of participants in the PBE process.
The theme discussed in this article is:
• 'We high-fived': strategies in, and rewards of, implementing occupation-centred practice.
Additional themes, which will be reported in subsequent publications, were: • 'This is not a farm': challenges of occupationcentred practice;
• 'Feeling proud and motivated': reconnecting with occupational therapy purpose and philosophy;
• 'More confidence and conviction': transforming professional identity;
• 'I stood my ground': communicating the domain of concern with certainty;
• 'Adopting a critical lens and chronicling transformation': experiences and learnings through the practicebased enquiry process.
'We high-fived': strategies in, and rewards of, implementing occupation-centred practice
The purpose of focusing on this theme in this article is to highlight how occupation-centred practice can be successfully achieved in what is often considered to be one of the most challenging, risk averse and potentially depriving settings: a forensic hospital. Rather than focus on challenges associated with such a setting, the authors' intention in this article is to illuminate the positive transformation of thinking and practice of the participants through presentation of the following three extracts. The first is focused on strategies of occupation-centred practice and is a longer, whole story. It exemplifies how being occupation-centred can allow for the enactment of occupational justice as well as a focus on citizenship.
Today Sam [pseudonym] was able to renew his driver's licence. It sounds simple, but the reality is far more for a forensic patient residing in a high secure facility: it is empowering. When Sam initially proposed this as a goal for therapeutic leave, the challenges loomed before us both: issues of capacity, disclosure, stigma, and perhaps most overwhelmingly, the unknown. Without precedence in the hospital I felt pressured, not only to enable Sam's engagement in an occupation barely considered for forensic patients, but also to show the sceptics that this was a reasonable goal. However, [ . . . ] engag [ing] in the PBE process had developed my confidence in pursuing realistic occupations, despite the challenges this may entail.
Sam and I arrived, having researched extensively, with supporting documents in hand. After a nervous wait we approached the desk. I barely had to say a word; Sam was determined and articulate. After some formalities his licence was approved. The patient and I 'high-fived'. The sense of joy we shared at this seemingly small win was magnified by the obstacles we had overcome.
This demonstrated that re-engaging in roles and occupations related to community living affirmed self-identity, increased readiness for change, and importantly, kindled hope. Sam was able to reestablish an important role. When he had the support to pursue this and successfully achieved his licence renewal, Sam developed a confidence and hope he had not previously held for his future. He described feeling, for the first time since his admission, that he had genuine options and goals for life after hospital.
I not only observed support for Sam, but a change in staff expectations of all patients. Slowly, multidisciplinary meetings started considering other patients' future goals and opportunities, and how clinicians could support these. Not only was I advocating for broader occupational engagement, it began to permeate the philosophy and status quo of the unit. The power of occupation not only offered personal transformation, but social transformation -no easy feat in a high secure institutional setting. The PBE process assisted with reflecting on and driving this transformation, and it was liberating. Enabling Sam's access to the community to engage in meaningful occupation increased his sense of belonging, autonomy, active contribution and social inclusion -facets previously lacking due to his containment in a forensic setting. He now felt recognised and respected as a citizen through this experience, a dimension I had not considered prior to discussions within our community of practice scholars.
This highlights the unique position of occupational therapy in prescribing interventions, as well as the organisational standards and policies (in this case, occupation-centred therapeutic leave), that aim to enable the citizenship rights and capacities within individuals and wider communities. Sam experienced a sense of liberation through this experience, with the result being an increased preparedness for a healthy and safe life beyond the hospital walls. Reviewing 'therapeutic day leave' as an intervention in a high secure hospital was assisted by a PBE approach. Analysing the authenticity of this intervention in remaining consistent with the core principle of occupational therapy -occupation -was beneficial from an occupational justice lens.
The story above illuminates something as yet unexplored in the literature -the experience of joy from doing the 'right' -and indeed, most powerful -thing, from the perspective of all involved. As such, it highlights what is possible when occupational therapists focus on enabling meaningful occupation, and in this case, a socially valued means of participation and its link to the creation of 'hope'. In addition, the critical approach to occupation-centred practice observed in the latter paragraphs of the narrative demonstrates the occupational therapist's professional development through reflection. This assists in clarifying the clinical reasoning utilised in conducting occupation-centred interventions. This process was essential in further consolidating the role and identity of the occupational therapist within the multi-disciplinary team.
In the next two, shorter, narrative extracts, focusing on the rewards of occupation-centred practice, one participant reflects on the forensic environment and its inherent constraints through suggesting a relevant metaphor. The other reflects on how inherently rewarding focusing on occupation can be, and indeed allows for a privileged insight into a person's (occupational) identity:
Looking around the garden, I noticed that we were surrounded by plants. I couldn't help but feel that in the same way that these plants had been nurtured and were flourishing despite the confinement of their pots. Engaging in occupation that's meaningful to the individual -meaning not just as something nice to do whilst they're here, but something authentic they can continue to do outside the hospital -has provided patients with opportunity to flourish.
Engagement in meaningful occupation allows us to see a positive side to a person others might not get to see. It feels great sharing these moments with others.
For these two participants, experiencing the forensic hospital environment as one that encouraged 'flourishing' and one that allowed for a rewarding sense of 'feeling great' through everyday, occupation-centred practice represents a major change in their orientation over time. Through the PBE process, including deep reflections on practice philosophies and with the support of their community of practice scholars, they and their colleagues transformed the occupational therapy service to one which, because of its occupation-centred orientation, has become more effective in enabling patients to transition back to community life.
Discussion and implications
These stories/extracts provide rich examples of how advancing occupational justice and combatting occupational deprivation in an institutional setting can be powerful and transformative for both occupational therapists and the people they serve. Becoming occupation-centred was not a smooth, linear process, however. Ideological discomfort, confusion and challenge were faced at different times during this transformative process. For the participants, it was confronting to acknowledge that in addition to the various systems and environmental barriers to occupational justice, their own actions had inadvertently delimited occupational participation, hence compounding the experience of occupational deprivation of their patients in the forensic hospital. Each occupational therapist had the opportunity to reflect on and interrogate their actions from an occupational perspective and then apply their insights into everyday practice, often changing what they were doing and how they were doing it in significant ways. Some of the more highly visible changes undertaken by the occupational therapists included the development of a cafe´, a garden and a recycled clothing shop run by the patients. Through such initiatives centred on real and meaningful occupations, participants increased their professional self-esteem and confidence, and were able to reclaim their motivation and passion for their vocation, as their professional vision was clarified. As a result, participants were able to develop, or regain, a sense of professional integrity as they linked a philosophical commitment to the advancement of occupational justice to everyday practice.
Another outcome of becoming more occupationcentred, based and focused (Fisher, 2013) was the establishment of a common professional language relating to occupation, important in a setting where a biomedical discourse predominated. Using this language was initially practised within the safety of the peer group before more widespread use. Individuals developed a sense of solidarity as a professional group, further developing their confidence through understanding the difficulties experienced by other groups who had struggled to align language use with an occupational perspective. There was also an assumption within the group that using 'occupational language' might create confusion amongst other disciplines. The opposite of this, however, was true. As therapists expressed 'occupation' themselves with confidence and clarity, other members within the multi-disciplinary team better understood the concept and gained an enhanced appreciation of the value and contribution of the occupational therapy service. A number of issues were raised through discussions on what is often a common phenomenon for occupational therapists working in institutions; that is, focusing on the individual and their dysfunction whilst (to the individual's detriment) neglecting the broader systems and structures contributing to the occupational injustice of occupational deprivation either directly or indirectly. This (often unconscious) neglect of broader structural issues can be assuaged through the adoption of a critical occupational therapy approach, as first described within the participatory occupational justice framework (Townsend and Whiteford, 2005; Whiteford and Townsend, 2011) .
Whalley-Hammell and Iwama (2012) reiterate the need for such a critical occupational therapy practice, stating that, in order for wellbeing and human rights to be maintained, people require 'equitable access to participate in occupation' (385). Moreover, they raise the issue that occupational therapists are being critically reflective and responsible by acknowledging that health and wellbeing cannot be reached by solely addressing individual abilities, but rather require action to also address external factors or 'conditions of people's lives' (385). In institutions this means not just working with the individual, but also working on addressing external sociocultural and sociopolitical factors (Whiteford and Townsend, 2011) . Institutional norms of control that restrict choice and opportunity to participate in meaningful occupations, and result in occupational deprivation, require redress. Indeed, for the participating occupational therapists in this project, they found that adopting a more critical, occupation-centred approach to their work was a catalyst for the development of a more activist orientation.
Limitations
As this research was conducted in the very specific practice context of a forensic hospital in Australia, an inherent limitation is that the findings cannot be generalised to other settings. In qualitative research this is not the intention, however. Rather, it is hoped that the findings -and the discussion of them in this article -may inform or guide practice in other settings. Other limitations include the availability of an experienced academic to facilitate the process, and of environmental resources that support such a time-intensive process as PBE. The authors acknowledge that in resource-poor settings factors including, for example, very high therapist-patient ratios could restrict the undertaking of a similar project and process.
Conclusions
The purpose of the research described in this article was, overall, to improve the quality of life and potential community reintegration of patients in a forensic hospital in Sydney, Australia, through redeveloping the occupational therapy service to be more occupation-centred. Specifically, the participating occupational therapists focused on combatting institutional occupational deprivation, advanced a discourse of occupational justice, and captured their insights into the processes and strategies they individually and collectively utilised to do this.
For the participants in this study, the centralisation of an occupational discourse and the subsequent service transformation they enacted was understood and illuminated through the utilisation of a practice-based enquiry approach. This approach allowed for a depth of practice critique and interrogation within the supportive environment of a community of practice scholars. Whilst such an in-depth reflective process was at times confronting, it was, ultimately, for the therapists involved, rewarding, reaffirming and professionally liberating. In conclusion, then, the authors contend that practice-based enquiry can be a cogent vehicle through which occupation can be reclaimed, occupational justice can be advanced and occupational deprivation can be actively tackled within an institutional context. This has implications for the profession broadly, in its reaffirmation of the power of occupation-centred practice for both the therapist and the people they serve. More specifically, the findings have implications for those therapists working within institutions where choice, control and participation are limited and occupational deprivation is an omnipresent risk. There are many such institutions in countries of every socioeconomic orientation around the globe today: whether aged care facilities, mental health facilities, orphanages, juvenile justice centres or detention facilities -to name a few. The societal implications are, therefore, of real and pressing significance now and into the future.
Key findings
• Occupational therapists are able to advance occupational justice when their practice is occupation-centred.
• Practice transformation is assisted through the use of practice-based enquiry processes and with the support of a community of practice scholars.
What the study has added
This study has contributed in-depth insights into the processes of becoming more occupational-centred in order to combat institutional occupational deprivation, through the use of a practice-based enquiry process as a tool for practice transformation.
